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Patients with neurological dysfunction form a large proportion of the 
patient population treated in the healthcare system.[1] Dysfunction has a 
large impact on patients’ functioning, which necessitates treatment from 
an occupational therapist and, therefore, forms a substantial portion of 
occupational therapists’ workload. Patients’ limited access to therapy and 
the high patient turnover mean that occupational therapists need adequate 
knowledge, experience and problem-solving skills to enable independent 
functioning of their patients in the shortest possible time.[2] Informal 
feedback from stakeholders (occupational therapy clinicians, students, and 
clinical educators) alluded to some discrepancies between the content taught 
in the Stellenbosch University (SU) undergraduate curriculum and what is 
expected within the clinical setting. This raises questions regarding the 
relevance and applicability of what undergraduate occupational therapists 
are taught, given the nature and demands of the South African (SA) public 
health system. It is important that training programmes align with the 
health needs and available resources, in this case specifically within the SA 
context. According to Freeme,[3] the ideal curriculum should consider the 
development of knowledge and skills from the latest research, the available 
resources on the clinical platform, and input from relevant stakeholders. It 
is essential that the restricted time for the teaching of neurology should be 
dedicated to the most relevant knowledge and skills needed in practice.[3] 
 McCluskey[4] and Unger and Hanekom[5] conducted studies in the domain 
of curriculum development in the health sciences. McCluskey[4] identified 
the following categories for development of the neurology curriculum: 
foundation studies; assessment; treatment; and the building of confidence. 
To encourage confidence in practice, it was suggested that students gain 
more practical experience in the classroom and clinical setting, and a 
more sound knowledge of contemporary scientific literature in the field of 
neurology. The study by Unger and Hanekom[5] identified three essential 
criteria deemed appropriate for determining the core content of a revised 
undergraduate curriculum. Content should be included in the curriculum if 
it: (i) is relevant to the SA context; (ii) ensures safe and effective practice by 
first-line practitioners; and (iii) is evidence based.
Studies by Chiang et al.[6] and Naidoo et al.[7] provide insight on students’ 
perspectives with regard to their readiness for clinical practice. The 
findings of the first-mentioned study indicated that a negative clinical 
experience may cause students to feel overwhelmed. This is often linked to 
inadequate guidance from clinical supervisors (lack of clear expectations 
and communication, understanding of students’ learning needs and limited 
feedback) and inadequate preclinical preparation (limited time to practise 
techniques and to refresh theoretical knowledge).[6] The latter study found 
that the students’ level of confidence to practise was directly related to their 
degree of enjoyment and their fieldwork experience. There were, however, 
some concerns with regard to the curriculum content, teaching methods, 
and relationships with the lecturer and clinical supervisors.[7] 
An important consideration is to include all stakeholders (occupational 
therapy clinicians, students and educators, client groups, employers, and 
professional boards) when developing a new curriculum.[8] Stakeholders 
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could aid in developing the content, teaching methods, evaluation 
requirements, and the delivery of the curriculum. 
The purpose of this article is to investigate the students’ views on the 
core competencies needed by final-year occupational therapy students in 
the field of neurology. Competence is defined as a multidimensional and 
dynamic concept that includes more than knowledge – the understanding of 
knowledge, interpersonal skills, clinical skills, clinical judgement, problem-
solving and technical skills.[9] The students’ views as stakeholders form 
part of a larger study conducted at SU, which furthermore investigates the 
views of clinicians and academics to inform the revision of the neurology 
curriculum. 
Methods
An explorative approach within a qualitative paradigm was used to explore 
the perspectives of 4th-year undergraduate occupational therapy students 
regarding the core competencies needed to work in the field of neurology. 
Total population sampling was used. 
Participants included 18 final-year occupational therapy undergraduate 
students at SU who had placements in neurology in their final clinical block 
in the 3rd year or first clinical block in the 4th year. The study population was 
representative of participants who had exposure to neurology within primary, 
secondary and tertiary levels of healthcare, and learners with special needs 
from the Department of Education. Table 1 displays each participant’s clinical 
placement according to the sector, and the diagnosis that they were exposed to. 
Data were gathered through the use of three focus groups discussions 
(5 - 7 participants per group), lasting ~1 hour each. The focus groups were 
conducted by the researchers, using a predetermined question guide. The 
questions focused on the students’ perspectives of the core knowledge, skills, 
and attitude required for practising neurology. It also explored the resource 
constraints they experienced in the clinical placements and aspects they 
viewed as important in the revision of the neurology curriculum. 
Burnard’s[10] 14-step method of data analysis for semi-structured 
interviews was used. The audio-recordings from the focus groups were 
transcribed verbatim. Inductive coding was done using the Qualitative Data 
Analysis (QDA) Miner 4 analysis program (Provalis Research, Canada).[11] 
Lincoln and Guba’s[12] model of trustworthiness for qualitative research 
was used to ensure rigour. Credibility was ensured by acknowledging 
and analysing the researchers own preconceptions of the topic and their 
experiences of the neurology curriculum for objectivity. The researchers 
also used investigator triangulation, member checking and peer checking. 
Transferability was obtained by thick description of procedures for data 
collection and analysis. For dependability, the data were coded twice, 
checking that codes correlated. Confirmability was ensured through 
investigator triangulation and reflexivity.
Ethical clearance was obtained from the SU Health Research Ethics 
Committee (ref. no. N14/09/118) and the SU Institutional Research and 
Planning Committee, which oversees ethics of research involving the stu-
dent population. Permission was also obtained from the Undergraduate 
Programme Committee of the Division of Occupational Therapy, SU. 
Ethical principles were upheld by giving the participants a choice to par-
ticipate and respecting their opinions during the focus group discussions. 
Confidentiality was ensured by allocating participants pseudonyms, and all 
transcribed data were kept on password-protected programs to which only 
the researchers have access.
Results
Analysis of the data revealed four themes that participants felt should 
be considered for inclusion when revising the curriculum (Fig. 1). These 
themes are: core knowledge and skills; attitude; resource and time 
constraints in clinical areas; and factors influencing optimal learning 
experiences. 
Theme 1: Core knowledge and skills 
This theme encompasses core generic knowledge about pathology, anatomy 
and practice models. It furthermore includes core knowledge and skills 
pertaining to occupational therapy-specific neurological assessment, treat-
ment and knowledge of own, and other professions’ scope and role within 
an interdisciplinary team. 
Table 1. Participants’ clinical placements according to sector and 
diagnosis to which they were exposed
Participant Sector List of diagnoses exposed to
1 Health: secondary level of 
care 
CVA, spinal cord injuries
2 Health: primary level of care Spinal cord injuries, 
amputations, TB spine 
3 Education: special needs 
school 
CP, neuro-psych
4 Health: tertiary level of care Paediatric: CP, neuro-psych, 
TB spine
Health: secondary level of 
care
CVA, spinal cord injuries
5 Health: secondary level of 
care
CVA, spinal cord injuries, 
TB meningitis
6 Education: special needs 
school
CP 
7 Health: primary level of care Spinal cord injuries, 
amputations, TB spine
8 Health: primary level of care CVA, TB spine
9 Health: secondary level of 
care
TB meningitis 
10 Health: Secondary level of 
care 
CVA
11 Health: primary level of care CVA, TB spine
12 Health: secondary level of 
care
CVA, CP
Education: special needs 
school
CP
13 Health: secondary level of 
care
CVA
14 Health: tertiary level of care Paediatric: CP, neuro-psych, 
TB spine
15 Health: primary level of care CVA
16 Health: primary level of care CVA
17 Health: tertiary level of care Paediatric: CP, neuro-psych, 
TB spine
Education: special needs 
school
CP 
18 Health: tertiary level of care CVA, TBI 
CVA = cerebrovascular accident; CP = cerebral palsy; TB = tuberculosis; 
TBI = traumatic brain injury; neuro-psych = neurology psychology. 
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The majority of the participants felt that in terms 
of knowledge, the curri culum should include 
more information on core and trunk stability, 
spinal cord injury, and paediatrics, and that 
students need knowledge of models and frames 
of reference in the 1st year. The majority of the 
participants said that the current curriculum 
sufficiently prepares students for assessment, 
although there could be more focus on test 
mechanics. Participants thought that they should 
be better prepared for treatment, specifically 
activity analysis, which includes grading, how to 
make adaptations and how to integrate it within 
treatment. Participants thought it important 
to be taught the skill of making good use of 
time and prioritising intervention, which would 
help them to prepare for resource constraints 
of limited time with patients. They also felt that 
the knowledge of their own role and the scope 
of other team members’ roles are important for 
clinical practice: 
 ‘The techniques we learn are good to know but 
… we want to see how they are applied in the 
activity.’
 ‘In terms of spinal cord, because you have to make 
so many adaptations, you have to think very 
creative, to think if your patient can’t supinate, 
how else is he going to dress himself … .’ 
 ‘Communication skills with other profes-
sionals, especially, uhm, working with team 
members. It is really helpful to work with 
a physio.’
 ‘We need to be taught how to do something 
in an hour, functionally and especially for the 
high turnover.’
Theme 2: Attitude 
This theme alluded to the importance of client 
centredness, self-directed learning and confi-
dence of the student.
Participants all agreed that confidence, adapt-
ability and willingness to learn are essential 
attitudes for students to develop to ensure good 
clinical practice. It is suspected that having con-
fidence may result in students being more hands-
on in dealing with patients, thus improving the 
quality of service that they provide. Participants 
thought that the attitude of clinical therapists 
towards the curriculum and lecturers’ attitudes 
towards the students are also important aspects 
to consider in the training of students in the field 
of neurology:
 ‘I felt unsure and a little bit anxious, which 
automatically carries over to the patient and 
then the patient didn’t want me to touch him 
and then that was not good at all.’
Theme 3: Resource and time constraints 
in clinical areas 
This theme focused on the availability of 
resources within the clinical area and the limited 
time for intervention. 
The greatest resource constraint identified by 
participants was limited time spent with patients 
owing to the high patient turnover, limited funds 
available to patients to attend outpatient services, 
and the scheduling of time for treatment, taking 
into consideration other team members: 
 ‘The reality of the high turnover I think is a 
very scary thing and it affects your therapy a 
lot more than you think it does and I didn’t feel 
like we were equipped for that.’
 ‘A resource constraint is, in terms of wheel-
chairs, a lot of the hospitals have a wheelchair 
shortage, and even the school I worked at.’
Theme 4: Factors influencing optimal 
learning experiences 
This theme focused on the importance of evi-
dence-based practice, practical exposure, and 
a closer interface between academics and the 
clinical areas.
The majority of participants felt that it would 
be beneficial to have neurology lectures sched-
uled consecutively, i.e. taught in a learning block. 
This would assist students to link aspects, allow-
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Fig. 1. Themes and categories that emerged from the data.
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ing for better consolidation of the information. The participants alluded 
to the importance of making use of updated information sources and 
ensuring that the intervention taught is based on evidence-based practice. 
Participants indicated that using a variety of teaching methods, including 
case studies, videos and shared experiences, and being given an opportunity 
to observe the practical application of theory, can help to facilitate transfer-
ence and application of what is taught from classroom to practice in the 
clinical setting. Participants felt that the opportunity to practise on real 
patients to develop skills is essential and that the mastering of skills takes 
place in the clinical setting. Participants also thought that there should be 
ongoing communication between the university, clinical platform, students 
and supervisors to ensure realistic expectations of students: 
 ‘That they clearly define what is undergraduate stuff and what they expect 
from us in a block because you come to the block and then they expect 
you to do postgrad stuff … .’
 ‘They give us unattached, separated pieces and they expect that when 
we get with our real patient all these puzzle pieces are going to come 
together.’
Discussion
Looking at the knowledge required for treatment, the participants did not 
feel adequately prepared for implementing appropriate treatment in the 
clinical setting. This may be because treatment knowledge is taught from 
the 3rd year when clinical practice has already commenced, while during 
the assessment of knowledge more time is allowed for learning, consolida-
tion, and application, as it is taught in the 2nd year.[13] The participants also 
indicated that expectations for clinical practice differ from the theory that is 
taught in the classroom. It is speculated that this may be a contributing fac-
tor to why the participants do not feel adequately prepared for implementing 
treatment in clinical practice. 
The prevailing point regarding the skills needed in practice was the 
participants’ feeling that they did not have adequate opportunity for 
practising skills on real patients before commencing clinical practice. Many 
of the participants felt that as the mastering of skills occurs in the clinical 
setting, the opportunity for clinical practice is essential. This point needs 
to be considered when revising the neurology curriculum. It is important 
to view the grading of learning opportunities to facilitate the students from 
classroom experience to clinical practice. A possible grading could be as 
follows: students learn techniques in the classroom; they practise these on 
peers under supervision of the lecturer in class; they shadow the lecturer in 
the clinical field doing the techniques; and they have an opportunity in small 
groups to practise techniques on patients under supervision of the lecturer – 
placed in a clinical setting. 
Participants required more knowledge of the starting point for assessment 
and treatment. They felt it necessary to be skilled in working efficiently and 
prioritising intervention. Considering a change in the clinical picture and 
resource constraints, it is important for students to be innovative in creating 
solutions to problems. This raises the question of how to teach students 
to interpret referrals, taking cognisance of all the factors impacting on a 
particular patient. The greatest resource constraint experienced is having 
limited time with patients owing to high patient turnover, limited funds 
available to patients to attend outpatient services, and scheduling time for 
treatment, taking into consideration other team members. This is in line with 
the resource constraints expressed by Griffin.[14] 
It was stated that it is important for clinical supervisors to be understanding 
and have a positive attitude towards student supervision to improve the 
students’ clinical experiences. This reflects what was found in the study 
by Chiang et al.,[6] which indicated that inadequate guidance by clinical 
lecturers often leads to a negative clinical experience. 
Participants thought that being learning orientated will help to ensure 
that they are better prepared for clinical practice. As in other studies,[4,7] 
participants in this study unanimously felt that confidence is an essential 
attitude when going into a clinical placement. The study by Naidoo et al.[7] 
found that students’ experiences of clinical work directly relates to their degree 
of confidence in neurology practice.
 Participants were of the opinion that transference and application of what 
is taught from theory to practice in the clinical setting could be facilitated by 
using teaching methods, such as case studies, videos, and lecturers sharing 
their clinical experience and demonstrating on real patients. It was suggested 
that it could be beneficial to teach the occupational therapy neurology 
curriculum together with the neurology content of preclinical subjects in 
a learning block, rather than spreading these out. This would allow greater 
opportunity for the students to be able to link all the aspects of the neurology 
practice together, allowing for better consolidation of the information. 
Conclusion
This research suggests that the neurology curriculum should prepare 
students to be as well equipped as possible for the current climate of the 
profession in SA, and therefore should be updated and revised regularly. 
The majority of the participants recommended that neurology be taught 
as a learning block and that students should adopt a willingness to learn. 
Participants also felt that educators and therapists should maintain a 
positive attitude to facilitate the development of the students’ confidence. 
Furthermore, clinical areas and the Division of Occupational Therapy 
should have clear communication to ensure alignment of what is taught 
and what is expected in clinical practice. While the current neurology 
curriculum may be viewed to have some positive features and aspects that 
need to be updated and revised, it may be valuable to note that, as pointed 
out by Tryssenaar and Perkins,[15] that students will always perceive gaps 
and discrepancies in training, as it is difficult to teach all skills that may 
be needed in occupational therapy practice. Therefore, when revising an 
undergraduate curriculum, it is important for educators to consider the 
views of relevant stakeholders to determine the most important aspects for 
inclusion in the revision of a curriculum. 
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